MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63~-00%361

DEFPARTMENT CF PUDLIC HEALTH AND WELPF, N -
f g 4249 Recivtror's No 13 STATE FILE NUMBER

DO NOT WRITE AMENDED Regisiration District Now ——_.-_=L7__________Primary Registration District Ne. . L
ON THIS STUB : e

1.P 2, USUAL RESIDE‘ICE (Where deceased lived. If institution: Residence:before

a. COUNTY Jefferson .5 STATEMY g o ouri" COUNTY Jeffe reon ad_mi.:iio‘n)'
b. CITY (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CITY Inside Limits

oW Hillgboro 4 ¥Yrg B H111sboro {Yx %O

¢. FULL NAME OF {1f NOT in hospital, giva location) Inside Limits d. STREET (I cutside, give location) Reside on Farm
HOSPITAL ADDRESS -

lNSTlTUTIOEedar Grova Nllr&lng HO YuR No [] . Yes [ Nolx

3. NAME OF DECEASED First Middle - e © Lest 4, DA;:IE Month Day Year

(Type or print) Peté? Gligros Sr DgAm March 1 1963

5. 5EX 6. COLOR OR RACE 7. Married [] Mever Married [ [8. DAYE OF BIRTH | @ AGE {last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

" i Divarced .Months | :Days Hours Min,
Male : Widowed B vereed U B020-1880 82 Years
10a. USUAL OCCLUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| I1. BIRTHFLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY -
ring most f wagking lifs, even if retired) . .
Fehent "orker Retired __Europe U.8.A,
132, FATHER'S NAME - 13b. MOTHER’S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE

2?7 Gligros Gofl 1?22 . Marie (Deceased)

15. WAS DECEASED EVER IN U.S. ARMED FORCE 16. SOCIAL SECURITY NO. [17. INFORMANT Address

(‘(N, ne, or unknown) |(If ye1, ui\ﬁwar or dates ¢ Peter G-_il ( 25 )

18. CAUSE OF DEATH (Enter only one cause p INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ‘q“z ; 2’ ’ Zuser AND DEATH
IMMEDIATE CAUSE (a)- A’M . j £ — . _ﬁ%

Cor,diﬁonl, 1 nnv.] DUE TO (b)

VS 300
Rev. 4/59 ‘

DATE AMENDED

DOCUMENT

ich gave risa to

. above cause (a)
. stating the w

Iying cause last

DUE TO (¢)
PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART ill. If deceased was female wes

i uﬂlon given in PART . i eré & pregnancy in last 90
IW M{_‘_ﬂ ,‘M IDY“I'DN"‘IDUM
C 1ﬁCIDE i

19. WAS AUTO? 20s. ACCIDENT  SUICIDE H 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il"of item 18.}
a o

RMED?
YeaNe

20c. TIME OF Hour Meonth, Day, Year
INJURY a.m.
p.m.

20d. INJURY QCCURRED 208. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY x STATE
WHILE AT WORK - farm, factory, street, office bidg., etc.}
NOT WHILE AT WORK [J

. ‘1 ded the d d from h—"‘" z ( { (J’ 7 o._)_ﬂm&&_/.\.iié_dnd fast saw :i::llive onw—,ai————

Death occysged ot—__llAlQ_E.M.——Jﬂ on the date stated sbove, and to the best of my knowledge, from the causes stated.

Tia. SIGNAAORE {Degres or fifla) 775. ADDRESS 7 Zoc. DATE SIGNED
M ,)(4 .S'J/b(' XL—“"[@‘, 3“’-‘€3_

3. BURIAL, CREMATION, [ 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, townor county) (State)
- REMOVAL_[Specify) .

Remova March 5 1963 Mt Hope Cemetery Mo

24. FUNERAL DIRECTOR ADDRESS, 25. DATE RECD. BY LOCAL REG. 51 REGISTRAR TURE
s

Fondler Und,Co 7420 Michigan Ava (11)3/%/63

{Li d Embal 1t on Revarse Side)
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT. BY LICENSED EMBALMER

I hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No._ __

or by

‘working under my personal supervision. Z ﬂ
i - SlgnedM

Student
Signature of Student Embalmer é
T ) - Licensed Embaimer No. Z 7 7
P.O. Address 7‘/020 W

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBAI.MER in his OWN HANDWRITING (Failure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. -

[f this body is not embalmed, fact should be so stated above.




